P ain is subjective and can differ from one person to another. Pain assessment can be a simple process by assessing location and intensity of pain. 1 Failing to assess pain may affect quality of life, and increase the length of stay of hospitalized clients. 2 More than 116 million Americans have pain that persists for weeks to years, and pain costs $560-635 billion per year. 3 The International Association for the Study of Pain 4 defines pain as "an unpleasant sensory and emotional experience associated with actual or potential tissue damage, or described in terms of such damage." It is crucial that health care providers assess pain with accurate methods that reflect the intensity of the client's pain. Pain assessment is considered a fifth vital sign; many institutions nationally and internationally apply policies to include pain assessment in each patient's chart, along with vital signs. Pain has several classifications; common categories are: acute pain, chronic pain, and cancer pain. Pain is also classified by mode of origin and transmission to nociceptive pain, somatic and visceral pain, neuropathic pain, dysesthetic pain, and lancinating pain. These classifications help health care providers to choose the appropriate management plan for pain relief. 5 There are several validated assessment tools in the literature to assess the intensity of pain; for example, the Numeric Rating Scale (NRS), Visual Analog Scale, Verbal Descriptor Scale, and Wong-Baker Faces Scale. 6, 7 For critically ill adults who cannot communicate properly, there are several validated tools including the, Behavioral Pain Scale, Critical-Care Pain Observation Tool, and Face, Legs, Activity, Cry, and Consolability (FLACC) pain scale. 6 The Association of Critical-Care Nurses 6 issued a practice alert recently regarding pain assessment in critically ill adults. This report emphasizes: the need for patients to self-report pain using a validated pain assessment tool; the necessity of using a validated behavioral pain scale for critically ill adult clients who cannot communicate, avoiding referring primarily to vital signs for pain assessment of critically ill adult clients, and, for those unable to communicate, asking someone who knows the client well to identify any behavior that may indicate pain. Furthermore, the implementation of a nonverbal pain scale in critical care units improved clients' ratings of their pain experience, improved documentation by nurses, and increased nurses' confidence in assessing pain in nonverbal clients. 8, 9 From clinical practice in different Ministry of Health hospitals in Almadinah Almunawwarah, Saudi Arabia, we noticed that there are no specific protocols for pain assessment or pain management. Additionally, there is a scarcity of literature addressing this topic in the hospitals of Almadinah Almunawwarah, Saudi Arabia. This study will add to the database of knowledge and attitudes on pain assessment among health care providers in Saudi Arabia. We aim to present data on the assessment of pain, knowledge of pain, and attitudes regarding pain among health care providers in Almadinah Almunawwarah, Saudi Arabia.
Methods. This exploratory cross-sectional study presented data on the knowledge of pain assessment and attitudes toward pain among health care providers in Almadinah Almunawwarah, Saudi Arabia. Knowledge of pain assessment was examined by administering the Knowledge and Attitudes Survey Regarding Pain (KASRP).
Sample and setting. A non-random sampling technique was used (convenience sample) of health care providers recruited from all the major hospitals in Almadinah Almunawwarah; King Fahad Hospital, Ohud Hospital, Alansar Hospital, Almeqat Hospital, and the Maternity Hospital. The data collection occurred between January and April 2014. The researchers went to all the departments in the aforementioned hospitals, and invited all the nurses and physicians who were present at that time to participate. Restricting the sampling to Almadinah Almunawwarah allowed researchers to have personal contact with hospital administrators in each of the targeted institutions, which was important to foster their cooperation. The researchers distributed and collected the surveys from participants. Sample size was determined by power analysis, using the following parameters: significance level of 0.05, power of 0.95, and 37 response variables. With 100 subjects, an effect size of 0.20 or larger could be attained. Therefore, we sought a sample size of at least 100 participants. The researchers contacted 300 nurses and physicians, only 114 questionnaires were returned. Nine questionnaires were rejected because they were incomplete. The participants filled out the questionnaires individually after they received written and verbal instructions.
Protection of human subjects. Research approval was obtained for the study from the Research Counsel of the College of Medicine, Taibah University, Almadinah Almunawwarah, Saudi Arabia. Participation was voluntary, and there was no penalty or loss of benefits for not participating in the study. Participants were assured of the confidentiality of their responses and their right not to participate or to withdraw from the study at any time. Data is stored in a secure location accessible only to the investigators and all data will be destroyed 3-5 years after dissemination of the findings.
Instrument. Ferrell and McCaffery 10 developed the KASRP tool over several years to assess health care professionals' knowledge, and attitude related to pain. The KASRP was developed in 1987 and has been used frequently since then. 10 The KASRP tool has been revised over the years to reflect changes in pain management practice. The KASRP is a 37-item questionnaire, containing 21 true or false questions, and 16 multiple-choice questions. Its goal is to evaluate the attitudes and knowledge of caregivers toward pain. 10 The KASRP asks questions on knowledge and attitude toward pain such as: basic pain physiology, pain assessment, pharmacology, non-pharmacologic interventions to relieve pain, and reliable indicators of the intensity of a patient's pain. Pain knowledge and attitude questions are closely related. The KASRP content was validated. Its content was established from current standards of major scientific authorities in the field of pain, such as the American Pain Society, the World Health Organization, and the National Comprehensive Cancer Network Pain Guidelines. The validity of KASRP was established by comparing results of different groups of caregivers including nurses at different levels and senior pain experts. The tool was recognized as discriminating between levels of expertise. Repeat testing in a continuing education class of staff nurses (N=60) showed test-retest reliability (r>0.80) and internal consistency reliability (alpha r>0.70) with KASRP's items. 10 Data collection. Permission was obtained from the selected institutions and printed versions of KASRP were distributed to participants. A brief description of the study and an invitation to participate was provided verbally and in writing. After completing the paper and pencil survey, participants were asked to return the survey to the researcher. Participants were invited to convey problems with the procedure to the investigator so changes can be made in a timely manner to facilitate data collection.
Data analysis. Responses to the KASRP questionnaire items and the demographic questions were entered into IBM SPSS Statistics, version 20.0 (IBM Corp., Armonk, NY, USA) for analysis of descriptive statistics, and nonparametric tests. Mann-Whitney U and Kruskal-Wallis statistics were used to determine the relationship between demographic characteristics and participants' achievements on the KASRP.
Results. The aim of this study was to present data on knowledge and attitudes regarding pain assessment among health care providers in Almadinah Almunawwarah, Saudi Arabia. Using the KASRP, data was collected between January and April 2014 from 5 hospitals in Almadinah Almunawwarah. A total of 105 questionnaires were collected, the range of scores for the sample were from 18-94%, mean 41.7, and standard deviation 12.1. The study sample consisted of 75 females (71.4%), and 30 males (28.6%). Eighty-seven participants were nurses, and 18 were physicians. Thirty participants had 1-3 years of experience (28.6%); 23 had 5-10 years of experience (21.9%); 21 had 3-5 years' experience (20%); 17 had less than one year experience (16.2%); 13 participants had 10-20 years of experience (12.4%), and one participant had more than 20 years of experience (1%). According to the data reported: 59 participants had bachelor's degrees (56.1%), 38 had associate or diploma degrees (36.1%), 5 hold master's degrees (4.8%), and 3 have doctoral degrees (2.9%). Respondents' ages were divided into 3 categories; the 26-40 year old age range accounted for the largest number of respondents with 60 or 57.1%. The 20-25 age range was next highest with 32 (30.5%), followed by 41 and older with 13 (12.4%). For the nurses group, 43 participants (49.4%) were Saudi Arabians, and 44 participants (50.6%) were non-Saudis. Sixty-eight participants (78.2%) were female, and 19 participants (21.8%) were male. Tables 1 & 2 show the educational level, and years of experience. For the physician's group, 6 participants (33.3%) were Saudi Arabians, and 12 participants (66.7%) were non-Saudis. Seven participants (38.9%) were female, and 11 participants (61.1%) were male. Tables 3 & 4 show the educational level, and years of experience. There were no significant differences in the passing scores across means of Tables 5 & 6 show the passing rate for both groups according to age group and years of experience.
Discussion. Assessing pain with a valid and reliable tool is essential and effective in pain management, because pain can affect the physical, emotional, and social function of the client. 1 Effective pain management includes: interview, physical assessment, medication review, medical and surgical review, psychosocial review, and physical environment review. Through these processes, health care providers can determine the cause of pain and the effectiveness of treatment. 5 Seventythree participants scored 44% or below on knowledge of pain (69.5%), and 32 participants scored 45% and above (30.5%). Findings suggest there is a significant knowledge deficit on pain and pain management. Moreover, only 6 participants (5.7%) scored above 60%, which is the accepted passing rate.
Study findings require immediate action from health care leaders to educate health care providers on pain and pain management, which is similar to Moceri and Drevdahl's 11 findings. Additionally, respondents indicated that no protocols exist for pain assessment, and health care providers do not use a specific tool to assess pain. Overall, findings suggest that there are deficits in the knowledge of health care providers related to pain, and they hold inappropriate attitudes to caring for patients experiencing pain. Furthermore, several nurses' comments on the open-ended question indicated that pain assessment tools are inaccurate and not beneficial. Profoundly, the consequences of these deficits would lead to disregarding the patients' report of pain, which results in an impact on the effective treatment of patients' pain.
Findings indicated significant differences between male and female scores, male mean and median scores were 46.43, and 45.50; female mean and median scores were 39.81, and 38.0 (p<0.05). Moreover, 14 males (46.7%) scored 44% and below, and 16 males (53.3%) scored 45% and above. On the other hand, 59 females (78.7%) scored 44% and below, and 16 females (21.3%) scored 45% and above. Male health care providers were more knowledgeable than female health care providers regarding pain; further research should be conducted to investigate this matter.
There were also significant differences between physicians' and nurses' scores on pain knowledge: physicians' mean and median scores were 48, and 46; nurses' mean and median scores were 40.31, and 38 (p<0.001). Six physicians (31.6%) scored 44% and Table 6 -Years of experience and assessment of pain passing rate among studied health care providers from Almadinah Almunawwarah, Saudi Arabia. 2 Findings indicated a statistically significant difference (p<0.001) in percentage between physicians (56.5%) and nurses (51%). Pain knowledge was best among physicians in anesthesiology, and emergency care, followed by doctors in general medicine and surgery.
Years of experience n (%)

<1 year
Findings also suggest significant differences regarding pain treatment, and assessment based on the level of education (p<0.009). Thirty-five participants with diploma and associate degrees in nursing (92.1%) scored 44% and below, and 3 participants with diploma and associate degrees in nursing (7.9%) scored 45% and above; 33 participants with baccalaureate degrees in nursing (68.8%) scored 44% and below, and 15 participants with baccalaureate degrees in nursing (31.2%) scored 45% and above. One participant (from all disciplines) with a doctoral degree (33.3%) scored 44% and below, and 2 participants with doctoral degrees (66.6%) scored 45% and above. Thus, it is clear healthcare providers with higher education levels are more likely to have more knowledge on pain and more likely to apply practices toward treating pain According to Wilson 12 nurses have less knowledge of pain than physicians; however, nurse specialists have a more comprehensive knowledge base than the generalist nurses. Finally, a study by Hirsh et al, 13 shed modest insight into health care professionals' decision-making processes, indicating biases may factor into decisions on pain recognition and treatment.
Duignan and Dunn 14 categorized the barriers that prevent use of pain management in emergency departments to: healthcare system-related barriers, and health care provider-related barriers. Healthcare system-related barriers include lack of time, lack of nurses' knowledge, and regulatory issues. Health care provider-related barriers include staff attitudes, beliefs regarding analgesia, and under-assessment of pain.
Implications for practice. Courses on pain knowledge and practices should be offered immediately for health care providers in Almadinah Almunawwarah. Likewise, pain protocols should be implemented across healthcare organizations. The researchers suggest the verbal numeric pain scale should immediately be adopted for patients who are able to communicate verbally, as well as the nonverbal pain scale for patients who cannot communicate verbally. The verbal numeric pain scale can be printed on identification-card size paper and attached to all healthcare providers' identification cards.
Medical and nursing schools should revise and update curricula to ensure sufficient knowledge on pain is integrated in different student courses, and that students use evidence-based protocols to assess and manage pain.
Study limitations. This study provides a detailed account of knowledge, attitudes, and practices of health care providers in Almadinah Almunawwarah, on pain, but cannot be generalized to other regions of Saudi Arabia, or to other countries in the Middle East. This study included nurses and physicians only. We recommend this study be replicated in a larger sample of all health care providers across all healthcare sectors in Saudi Arabia.
In conclusion, this study identified important aspects regarding pain assessment knowledge, attitude, and practices of health care providers in Almadinah Almunawwarah, Saudi Arabia. This study demonstrates that there is a shortage in pain assessment knowledge and pain management in the study group. Most participants in this study require continuous education on pain assessment to increase their knowledge and enhance their practices regarding pain assessment and treatment. Furthermore, the findings of the study may add to the database of knowledge, attitude, and practice related to pain in Saudi Arabia. It is further hoped that these findings will be considered when developing specific educational programs for health care providers to better meet the needs of patients with pain.
